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ADVANCE CARE PLANNING: CARDIOPULMONARY RESUSCITATION 




Rhian Elizabeth Dalgord 
 
Cardiopulmonary resuscitation educational tools are prevalent in the realm of advance 
care planning and shared decision making.  However, tools developed specifically in the 
interest of veterans are lacking.  This deficit impedes the advance care planning process.  
Easy-to-use advance care planning tools that meet specific population needs can result in 
a threefold higher rate of usage.   The purpose of this DNP scholarly project was to 
evaluate the use of the Honoring Healthcare Choices CPR educational handout through 
administration of the iDECIDE CPR Decision Aid Acceptability questionnaire to 
veterans (N=70) residing in a veterans nursing home in the Midwest.  The iDECIDE CPR 
Decision Aid Acceptability questionnaire was adapted for use in this scholarly project; it 
has proven to be both a valid and reliable tool in previous studies where it was used to 
assess CPR educational tools.  The majority of study participants felt that the Honoring 
Healthcare Choices cardiopulmonary resuscitation handout met the needs of the veteran 
population.  Additionally, the collection of demographic data was interpreted through 
Fisher’s exact test of independence; however, no findings of statistical significance were 
yielded due to the small sample size (N=70).  Future studies are needed to acknowledge if 
any specific demographic trends exist within this population’s response to the Honoring 
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Introduction to the Problem   
The U.S. Department of Veterans Affairs charged itself with reshaping the care 
provided to veterans through a detailed 10 part strategic initiative plan found in the 
“Blueprint for Excellence” put forth in 2014 (U.S. Department of Veterans Affairs, 
2014).  The overall goal of the “Blueprint for Excellence” is to ensure that all services are 
“veteran-centric” as opposed to “provider-centric” further shifting away from the 
traditional medical model (U.S. Department of Veterans Affairs, 2014).  The Institute of 
Medicine (IOM, 2015) shares that the use of advance care planning (ACP) upholds a 
valuable means to achieve patient-centered and value-based medical care.  Studies geared 
toward ACP for veterans are lacking with a specific void noted among rural veterans, 
representing an underserved research population (Mahaney-Price et al., 2014).    
  Communication regarding ACP with a specific focus on cardiopulmonary 
resuscitation (CPR) is a daunting and uncomfortable topic for many healthcare 
professionals (Au et al., 2012; Mahaney-Price et al., 2014; Pearlman, Starks, Cain, & 
Cole, 2005).  Lack of educational training in the realm of shared decision making inhibits 
ACP across healthcare education (Au et al., 2012).  The use of well-developed 
educational decision making tools are a necessity in facilitating ACP and shared decision 
making (Wright et al., 2008).   
Medical costs during the last year of life are disproportionate when compared to 
the entire life span, with costs increasing dramatically during the final month of life 
(Hogan, Lunney, Gabel, & Lynn, 2001).  Using educational decision tools to promote and 





end of life stages, and increased patient and family satisfaction (Wright et al., 2008).  If a 
physician fails to discuss ACP with a patient, there is often a lack of understanding 
regarding patient preferences (Downey, Au, Curtis, & Engelberg, 2013).  
The U.S. Department of Veterans Affairs (2017) defines ACP as, “a process of 
clarifying your values and health care choices for use at a future time if you are no longer 
able to make those decisions for yourself” (What is Advance Care Planning section, para. 
1).  Common factors considered during the ACP process include overall quality of life, 
prognosis, and potential complications associated with life sustaining treatments such as 
CPR (Pearlman et al., 2005).  Numerous barriers impede the ACP process, including 
societal stigma and lack of time to commit to the conversation (Pearlman et al., 2005).   
Assessing and developing interventions, such as educational decision tools, 
improves communication regarding ACP (Au et al., 2012).  Adoption of these tools 
allows implementation of patient wishes, ultimately leading to improved patient and 
family satisfaction and a reduction in the intensity and cost of end of life care (Au et al., 
2012).  Further, the use of educational decision tools among veterans increases 
awareness, health literacy and contemplation regarding the value of ACP (Mahaney-Price 
et al., 2014).  ACP tools that are easy-to-use and meet the needs of a specific population 
show a return in increased usage and accurate documentation of patients values and 
wishes (R. L. Sudore et al., 2017; R. L. Sudore & Fried, 2010).   
 Educational patient decision aids are used during the ACP process to facilitate 
shared decision making (Gibson et al., 2017).  In the shared decision making process, the 
provider and patient develop a partnership to facilitate an active discussion including 





(Gibson et al., 2017).  The provider and patient work together to weigh potential options 
against patient-specific values to determine a treatment course and associated 
interventions (Charles, Whelan, & Gafni, 1999).  The use of effective educational 
decision aids in the shared decision making process improves patient understanding of 
risks associated with possible treatments (Stacey et al., 2017).   
A commonality among veterans is their desire for active involvement in health 
care decisions and, in turn, the shared decision making process (Rodríguez et al., 2013).  
In juxtaposition to this, health literacy is found to be lower among the veteran population 
(Rodríguez et al., 2013).  This increases the need to properly assess educational decision 
tools that meet the needs of this specific population (Rodríguez et al., 2013).  Shared 
decision making is directly impacted by the usability and value of an educational decision 
tool (Rodríguez et al., 2013).  Developing and accessing tools to meet the specific needs 
of veterans, will result in a more informed shared decision making process.  The purpose 
of this DNP scholarly project was to evaluate the use of the Honoring Healthcare Choices 
CPR educational handout through administration of the iDECIDE CPR Decision Aid 
Acceptability questionnaire at a veteran’s home in the Midwest. 
 As veterans work through the ACP process via shared decision making, the 
incorporation of effective educational decision aid(s) represents a cornerstone to effective 
implementation.  Using effective CPR education tools provides the veteran with 
foundational knowledge and further provides opportunity to discuss with the provider 
their values, wishes and goals for the remainder of their lifespan (Fischer, Tulsky, Rose, 
Siminoff, & Arnold, 1988).  Common misconceptions exist among the general population 





facilities indicate that up to 70% of individuals believe they will survive CPR and be 
discharged home after the event (Fischer et al., 1988).   Interventions that can be woven 
into routine care and that do not require additional family participation present better 
outcomes and increased practicality into numerous patient settings (Au et al., 2012).  The 
implementation of CPR educational tools shows a direct increase in patient knowledge 
(Yamada, Galecki, Goold, & Hogikyan, 1999).  Something as simple as a well-
constructed handout for sharing educational information positively affects the ACP 
process (Yamada et al., 1999).  Further, to continue to provide care that is unique and 
specific to this vulnerable population, it is valuable to establish the knowledge level and 
specific trends found among this population.  This scholarly project will directly fill a gap 
in the published literature while aligning with both goals of the U.S. Department of 
Veterans Affairs and IOM (IOM, 2015; U.S. Department of Veterans Affairs, 2014).  
Application of a Theoretical Framework 
 The focus of this scholarly project is to evaluate and provide further 
recommendations for the Honoring Healthcare Choices CPR educational handout used by 
a nursing home for veterans.  The Ottawa decision support framework uses a three-step 
process to aid patients in making health related decisions (Ottawa Hospital Research 
Institute, 2017).  This middle range theory has been used in the development of over 30 
patient educational decision aids and provides an evidence-based and practical approach 
in  making end of life decisions (Ottawa Hospital Research Institute, 2017).  This 
theoretical foundation has been used in the development of evaluation tools to assess 
decision aids and associated educational tools, such as the iDECIDE CPR Decision Aid 





(Frank, Pichora, Suurdt, & Heyland, 2010; Ottawa Hospital Research Institute, 2017).  
This framework consists of three interrelated components including: decisional needs, 
decision quality and decision support (Ottawa Hospital Research Institute, 2017) (See 
Figure 1).  
 
Figure 1. Ottawa decision support framework. Reprinted from Ottawa Decision Support 
Framework to Address Decisional Conflict (p. 1), by A. M. O’Connor, 2006. Copyright 
2006 by Ottawa Hospital Research Institute. Reprinted with permission (Appendix A) 
 Frank et al. (2010), developers of the iDECIDE CPR Decision Aid Acceptability 
questionnaire, applied the Ottawa decision support framework when evaluating a CPR 
decision aid educational tool for hospitalized patients.  This same framework was applied 
to evaluate quality and provide recommendations for the Honoring Healthcare Choices 





Significance to the Population  
Patient-centered care stands at the foundation of the United States Department of 
Veterans Affairs with ACP representing a key component of maintaining both patient 
autonomy and end-of-life care wishes (Au et al., 2012; U.S. Department of Veterans 
Affairs, 2014).  Providing appropriate and effective educational decision tools and 
opportunities to discuss patient values, beliefs, and treatment preferences results in 
increased satisfaction from both the patient and family (Detering, Hancock, Reade, & 
Silvester, 2010).  Assessing the quality of an educational decision tool and its ability to 
meet population-specific needs is warranted and necessary (Fallowfield et al., 2002).  
This will facilitate care that is both meaningful and fulfilling to the veteran population 
(Au et al., 2012).  High quality educational decision tools help maintain both patient 
autonomy and satisfaction while meeting goals outlined by the U.S.  Department of 
Veterans Affairs and IOM  (Au et al., 2012; IOM, 2015; U.S. Department of Veterans 















Veterans and Advance Care Planning 
The mission statement of the United States Department of Veterans Affairs is to, 
“care for him who shall have borne the battle” (U.S. Department of Veterans Affairs, 
2015,  Mission Statement section, para. 1).  To meet the specific and distinctive 
healthcare needs of this population, care must be geared toward recognizing their unique 
health risks based upon their service exposures and associated outcomes (U.S. 
Department of Veterans Affairs, 2014).  When compared to the general population, the 
veteran population presents with significantly greater morbidity (U.S. Department of 
Veterans Affairs, 2014).  Coupled with veteran’s unique mental-health needs, there is an 
obligation to regularly assess the effectiveness of provided services, and perhaps, most 
importantly, ACP.  
The U.S. Department of Veterans Affairs (2017) defines ACP as, “a process of 
clarifying your values and health care choices for use at a future time if you are no longer 
able to make decisions for yourself” (What is Advance Care Planning section, para. 1).  
This organization recently charged itself with reshaping the care provided through 
strategic initiatives found in the “Blueprint for Excellence” (U.S. Department of Veterans 
Affairs, 2014).  The overall goal of the “Blueprint for Excellence” is to ensure services 
are “veteran-centric” as opposed to “provider-centric” with a shift away from the 
traditional medical model (U.S. Department of Veterans Affairs, 2014).   
A total of 10 strategies are shared within the “Blueprint for Excellence” that aim 





2014).  Several of these approaches coincide with the research questions of this DNP 
scholarly project and are expanded upon below.  
Strategy one: “Operate a health care network that anticipates and meets the unique 
needs of enrolled Veterans, in general, and the service disabled and most vulnerable 
Veterans, in particular”, is achieved in part by the planning and design of healthcare 
based on demographic data (U.S. Department of Veterans Affairs, 2014, p. 2).  This 
highlights the ongoing value of seeking demographic trends to develop educational 
decision support tools that further enhance population specific needs.   
Strategy three: “leverage information technologies, analytics, and models of 
health care delivery to optimize individual and population health outcomes”, is geared 
towards tailoring healthcare information and resources, specifically those focused on 
long-term goals, to meet specific veteran needs (U.S. Department of Veterans Affairs, 
2014, p. 2).   Clarifying ACP content and refining this specific educational decision aid 
directly coincide with this strategy.  
Strategy six: “advance health care that is personalized, proactive, and patient-
driven, and engages and inspires Veterans to their highest possible level of health and 
well-being”, perhaps represents the strongest correlation with this scholarly project (U.S. 
Department of Veterans Affairs, 2014, p. 2).  The process of evaluating educational 
decision tools combined with gathering of demographic data, allows for the continuous 
development of tools that best fit the unique needs of this population (U.S. Department of 
Veterans Affairs, 2014).  Ultimately, this provides opportunities for patient-provider 
conversation that further enhance the development of a trusting relationship (U.S. 





A study conducted by Mahaney-Price et al.  (2014) included 201 rural Alabama 
veterans and aimed to address the need and desires for veterans who are seeking and 
requiring assistance with ACP.   Only 13% of study participants had a completed living 
will and over 40% expressed desire to have assistance in the ACP process (Mahaney-
Price et al., 2014).  Further, this study highlighted demographic correlations found among 
veterans including ethnicity and educational level (Mahaney-Price et al., 2014).  White 
veterans were more likely to have a living will when compared to African American 
veterans (Mahaney-Price et al., 2014).  Obtainment of a high school education or beyond 
reflected an increased desire to have assistance with ACP (Mahaney-Price et al., 2014).  
The lack of ACP along with the expressed desire to completed living wills extends the 
value of this scholarly project.  
Initiating communication regarding ACP can be overwhelming for both provider 
and patient.  The use of ACP tools to both begin, and, supplement the conversation have 
proven to be beneficial  (R. Sudore et al., 2015).  However, validated tools that meet the 
needs of veterans in the ACP process are lacking (R. Sudore et al., 2015).  Efficacious 
tools must not exceed the fifth grade reading level and multiple conversations between 
provider and patient must occur to adequately discuss the full range of ACP topics (R. 
Sudore et al., 2015).   
R.  L. Sudore et al. (2017) completed a study involving 414 veterans and the use 
of PREPARE, an interactive ACP website.  When compared with the control arm, a 
notable 25%-35% increase in ACP occurred when implementing the support from the 
website (R. L. Sudore et al. 2017).  Another study, which included 92 clinicians and 376 





topics (Au et al., 2012).  The use of a supplemental ACP tool as opposed to discussion 
alone resulted in a threefold higher occurrence of conversation and a significant increase 
in patient satisfaction (Au et al., 2012).  Additionally, a block-randomized controlled 
study was conducted at a Veteran Affairs healthcare system involving 132 participants 
(Pearlman et al., 2005).  This study centered around the “Your Life, Your Choices” ACP 
workbook (Pearlman et al., 2005).  The use of an ACP tool increased conversation 
occurrence by 34% and documentation rates by 23% (Pearlman et al., 2005).  This further 
reinforces the importance to develop and use educational decision aids that are based on 
specific demographic needs.   
Veterans and Shared Decision Making 
Varying degrees of illness exist among the veteran population, especially those 
residing in long-term care facilities, and it is therefore difficult to determine a universally 
opportune time to discuss ACP and CPR.  Patient decision and educational aids can be 
used to facilitate shared decision making across the lifespan (Gibson et al., 2017).  In 
shared decision making, veterans and providers have an active discussion in which the 
provider uses tools, such as educational pamphlets, to facilitate a discussion regarding 
treatment options, risks, and benefits while taking into consideration the goals and values 
of the veteran (Gibson et al., 2017).  An electronic portal entitled Veterans Like Me, 
implements shared decision making through the usage of electronic health records and 
provides a side-by-side comparison of comorbidities (Gibson et al., 2017).  Clients can 
use a “point and click” modality to see a comparison of specific medical choices with 
those who are of  similar medical conditions (Gibson et al., 2017).  This visual and active 





studies looking at the use of shared decision making aids among veterans, commonly 
asked questions are related to their specific health situations; emphasizing the value of a 
shared decision making aid used to supplement a conversation with a provider, rather 
than replace the role of the provider (Gibson et al., 2017).  When providers are physically 
present and involved in discussions about patients’ preferences for end-of-life treatment, 
there is a decreased likelihood of unwanted treatment and escalating healthcare costs  
(Downey et al., 2013).   
A study conducted by Rodriguez et al. (2013) which included 502 veterans 
assessed health literacy levels and their correlation with shared decision making.  A total 
of 51% of veterans felt a passive level of shared decision making, with 34% and 15% 
indicating a collaborative or active level of shared decision making with their physician, 
respectively (Rodríguez et al., 2013).  A total of 54% of participants desired a 
collaborative relationship with their physician in regards to medical decisions (Rodríguez 
et al., 2013).  Further, 55% of veterans involved in this study represented either low or 
marginal health literacy (Rodríguez et al., 2013).  Lower health literacy directly 
correlated with a decreased likelihood of involvement in shared decision making further 
indicating the need to develop well designed and tested educational materials that directly 
meet the specific needs of veterans (Rodríguez et al., 2013).   
Etingen, Miskevics and LaVela (2016) conducted a study involving 5,512 
veterans who assessed patient centered care and health care quality with a component 
directly analyzing shared decision making.  A distinct correlation between effectiveness 
of provider communication/patient involvement in shared decision making and the 





(Etingen et al., 2016).  Consideration of patient preferences and experiences, such as 
military service, displays provider empathy and better patient satisfaction (Etingen et al., 
2016).  Shared decision making is a key component of patient centered care and aligns 
directly with the aim of the U.S. Department of Veteran Affairs, “Blueprint for 
Excellence” (Etingen et al., 2016; U.S. Department of Veterans Affairs, 2014).   
Veterans and Cardiopulmonary Resuscitation Education 
ACP consists of multiple facets, with proper patient education representing a 
critical component (Downey et al., 2013).  Failure to properly educate veterans regarding 
the potential side effects and associated outcomes from CPR is detrimental to ACP 
(Fischer et al., 1988; Yamada et al., 1999).  Missteps in the patient education process 
frequently lead to provider assumptions and misconceptions regarding patient preferences 
(Downey et al., 2013; Fischer et al., 1988).  One-time conversations about ACP and the 
omission of effective education tools leads to a failure in the planning process and 
outcomes that do not agree with patient wishes and values (Downey et al., 2013; Menon, 
Campbell, Ruskin, & Hebel, 2000).  
A study conducted by Yamada et al. (1999) consisted of multiple components 
regarding advance directives and CPR educational tools.  The study involved 117 
veterans in which the experimental group received an additional CPR educational 
handout regarding procedural aspects and associated outcomes (Yamada et al., 1999).  
Prior to receiving the educational handout, only 15% of participants correctly estimated 
the survival likelihood post CPR intervention (Yamada et al., 1999).  Additionally, only 
38.9% of experimental group participants could identify what CPR consisted of and 





Post-intervention numbers increased to 78.1% and 62.9% respectively (Yamada et al., 
1999).  This study further highlights the specific void in veterans’ understanding of both 
CPR and its associated outcomes (Yamada et al., 1999).  Although this study is dated, a 
lack of recent research highlights the need for additional studies. 
Downey et al. (2013) conducted a study involving 196 male veterans assessed 
provider’s accuracy in understanding patient preferences regarding life-sustaining 
treatments such as CPR.  It was revealed that only 15% of participants had taken part in 
prior discussions regarding end-of-life care preferences (Downey et al., 2013).  However, 
70% of providers felt that they probably or definitely knew a patient’s preference 
regarding end-of-life services such as CPR (Downey et al., 2013).  Further, clinicians 
made more mistakes when patient preferences were geared towards less aggressive 
treatments (Downey et al., 2013).  When a provider has awareness of patient preferences 
then they have an increased likelihood to negate unwanted treatments (Downey et al., 
2013).  The findings of this study further highlight the value in shared-decision making 
and end-of-life treatment education that specifically highlights risks associated with 
treatment preferences (Downey et al., 2013).   
Numerous factors can influence an individual’s decision regarding CPR status, 
necessitating the need to revisit this topic on a recurrent basis (Downey et al., 2013; 
Menon et al., 2000).  Revisiting these conversations, especially as a patient ages, is 
imperative (Downey et al., 2013).  Although decisions regarding CPR treatment showed 
no correlation between the patient’s perceptions of their current health status, a degree of 
tentativeness was noted among older individuals regarding the certainty of their end-of-





included 295 veterans, assessed a correlation between depression and hopelessness in 
regards to choices about CPR status.  Findings indicated that those currently experiencing 
high levels of hopelessness were five times more likely to refuse CPR during an acute 
hospitalization (Menon et al., 2000).  Increasing conversations with explicit 
documentation regarding patient preferences is critical to ACP among veterans (Downey 
et al., 2013).   
To meet the  healthcare needs of the veteran population, care must be geared 
toward recognizing their unique health risks based upon their service exposures and 
associated outcomes (U.S. Department of Veterans Affairs, 2014).  The “Blueprint for 
Excellence” outlined specific strategies to further aid in the development of ACP and 
educational decision tools used in the shared decision making process (U.S. Department 
of Veterans Affairs, 2014).  Review of the literature showed a void in research regarding 
ACP and shared decision making process despite a desire from veterans to participate in 
this level of care.  These components coupled with missteps in the CPR education 
process aligned directly with the purpose of this scholarly project.  Based on the review 
of literature, the research questions for this scholarly project include (a) using the 
iDECIDE survey, does Honoring Healthcare Choices CPR educational handout meet the 
needs of the veteran population? (b) are there any demographic trends in relation to 
responses on the iDECIDE survey?  
Ottawa Decision Support Framework-Theoretical Model 
 Patient education and the associated educational tools/decisional aids are 
continually developed and provided to individuals during numerous healthcare 





including handouts, videos, computer aided programming and face-to-face conversations.  
The use of the Ottawa decision support framework provides a theoretical foundation to 
ensure that educational decision aids are developed and evaluated in an evidence-based 
format (Ottawa Hospital Research Institute, 2017).  This framework has been used in the 
development and evaluation of over 30 patient decisional support tools (Ottawa Hospital 
Research Institute, 2017).  
 The Ottawa decision support framework is a pertinent theoretical model for this 
scholarly project as the model focuses on specific decisional needs and quality when 
evaluating a decisional support tool (Ottawa Hospital Research Institute, 2017).  
Implementation of educational decision support tools for end of life decisions, such as 
CPR, are lacking among the veteran population (Downey et al., 2013).  Goals shared by 
the U.S. Department of Veterans Affairs to ensure services are “veteran-centric” as 
opposed to “provider-centric” highlight the need for the evaluation of educational tools to 
best meet the specific needs of veterans during ACP and shared decision making 
conversations (U.S. Department of Veterans Affairs, 2014).  The use of the adapted 
iDECIDE CPR Decision Aid Acceptability questionnaire to evaluate the Honoring 
Healthcare Choices CPR educational handout will assist in the development of a tool that 
takes into account the specific needs of veterans.  This will facilitate the ACP 
conversation, and shared decision-making process.  
 The Ottawa decision support framework shows the interconnection of three 
concepts, including: decisional needs, decision quality and decisional support (Ottawa 
Hospital Research Institute, 2017).  Failure to recognize decisional needs directly impacts 





Hospital Research Institute, 2017).  The use of this framework will be used to guide the 
evaluation of the Honoring Healthcare Choices CPR educational handout (Appendix B).  
The model begins with taking into account the decisional needs of the user, which 
in this scholarly project would be the veteran (Ottawa Hospital Research Institute, 2017).  
This area includes the consideration of decisional conflict or a degree of uncertainty 
regarding an action to take, knowledge & expectations, values, support & resources of the 
user (Ottawa Hospital Research Institute, 2017).  It further includes components about the 
decision including the learning stage, type of decision, and timeframe in which the 
decision needs to be made (Ottawa Hospital Research Institute, 2017).  Finally, personal 
characteristics, including common demographic information are addressed (Ottawa 
Hospital Research Institute, 2017).  The adapted iDECIDE CPR Decision Aid 
Acceptability questionnaire presents the veteran with evaluation questions determining 
the tool’s ability to address the decisional needs of the user (Frank et al., 2010).   
Decisional conflict is addressed in questions regarding the veteran’s perception of 
how helpful the educational handout was (see Appendix C: Question 6), and the 
likelihood to recommend the handout to others (see Appendix C: Question 7)(Frank et 
al., 2010).  Knowledge gained from the handout is addressed in questions assessing the 
handout’s ability to clearly share why CPR may occur (see Appendix C: Question 9), 
what CPR consists of (see Appendix C: Question 10), along with survival likelihood (see 
Appendix C: Question 11), and potential side effects (see Appendix C: Question 12)  
(Frank et al., 2010).  The probability of outcomes or expectations is addressed in 
questions assessing the amount and clarity of information in the handout (see Appendix 





2010).  Qualitative questions including the influence of military service on decisions and 
the handout’s ability to meet the needs of veterans correlate with the values section found 
under the decisional needs section (see Appendix C: Questions 13 and 15) (Frank et al., 
2010).  Availability of support is addressed in the surveys questioning if a family member 
or friend is also reading the educational handout (see Appendix C: Question 2)(Frank et 
al., 2010).  The distribution of an associated demographic survey including the 
components of age, gender, ethnicity, education, religion and several questions 
specifically questioning military history were used to further highlight any trends that can 
be applied to the personal characteristics section (See Appendix D).   
 The model then progresses into decisional quality of the educational decision aid.  
One of the most vital components in assessing decisional quality is the handout’s ability 
to aid the user in making informed and value-based choices.  Once again, the adapted 
iDECIDE CPR Decision Aid Acceptability questionnaire presents the veterans with 
numerous assessment questions determining the handout’s ability to aid in making 
informed and value-based choices (Frank et al., 2010).  Questions assessing the quality of 
the decision aid to assist in making informed decisions include rating the amount (see 
Appendix C: Question 3), clarity and helpfulness of the presented information (Frank et 
al., 2010).  Further, quality was assessed in an overall rating of the document and 
knowledge assessment questions including: why CPR would occur, what CPR is, survival 
rate, and potential side effects (Frank et al., 2010).  The decisional quality of the CPR 
educational handout in relation to values was assessed via qualitative questions assessing 
the relationship of military experiences and CPR education.  Per the theoretical 





Hospital Research Institute, 2017).  Questions regarding an overall rating and degree of 
helpfulness of the handout aid in determining how beneficial the handout is in assisting 
the user in taking action regarding medical decisions (Frank et al., 2010; Ottawa Hospital 
Research Institute, 2017).  The final component of decisional quality assesses the impact 
of the educational decision handout (Ottawa Hospital Research Institute, 2017).  Impact 
is directly correlated with the aforementioned items and in relationship to an individual’s 
decisional needs (Ottawa Hospital Research Institute, 2017).  Potential polarization of the 
educational handout’s presentation is assessed in the questionnaire’s ability to present 
balanced and unbiased information (see Appendix C: Question 4) (Frank et al., 2010).  
Further, a financial component relates to the overall impact of an educational tool 
(Ottawa Hospital Research Institute, 2017).  CPR educational handouts have proven to be 
a cost effective measure when discussing this ACP topic.  These cost savings allow for 
better utilization of resources for individuals, institutions and the greater community.  
 The final component of the Ottawa decision support framework assesses decision 
support and can used to assess a decisional tool in its entirety (Ottawa Hospital Research 
Institute, 2017).  The decisional support component embraces the educational tool’s 
ability to identify decisional needs and quality, while providing factual information as 
discussed above  (Ottawa Hospital Research Institute, 2017).  Decisional support also 
consists of clarifying values to guide personal communication and deliberation with the 
healthcare provider (Ottawa Hospital Research Institute, 2017).  Finally, the decision 
support component monitors and facilitate progress towards a patient defined goal.  An 
additional demographic survey of age, gender, ethnicity, education, religion and several 





 Implementing the Ottawa decision support framework to assess the Honoring 
Healthcare Choices CPR educational handout is both an evidence-based and practical 
approach (Ottawa Hospital Research Institute, 2017).  This framework has been used in 
the development and evaluation of over 30 patient educational decision support tools 
(Ottawa Hospital Research Institute, 2017).  Educational tools evaluated by this 
framework consistently show an improvement in overall knowledge, reduction in 
decisional conflict, and aid individuals reaching decisions that are congruent with their 
personal values (Ottawa Hospital Research Institute, 2017).  The use of this theoretical 
framework underscores the value of the three interrelated components including: 
decisional needs, decision quality and decision support  This framework aids in the 
development of an effective and evidence-based educational decision support tool 

















Purpose and Sample 
The purpose of this DNP scholarly project was to evaluate the use of the 
Honoring Healthcare Choices CPR educational handout through administration of the 
iDECIDE CPR Decision Aid Acceptability questionnaire at a veteran’s home in the 
Midwest.  The U.S. Department of Veterans Affairs delineates a clear mission that 
directly aligns with improving healthcare’s ability to meet the values and needs of this 
vulnerable population (U.S. Department of Veterans Affairs, 2015).  A questionnaire 
assessing the educational quality of a CPR handout was used for evaluation.  The 
evaluation process allowed the opportunity to provide quality resources on this topic to 
the veteran population.  Additionally, the collection of demographic data allowed 
identification of trends that are specific to the unique life experiences of the veteran 
population.  Through the betterment of an ACP educational tool, specific needs of 
veterans were recognized, assessed, and considered.  This process ensures that fulfilling 
and meaningful care is provided to individuals in veteran facilities now and in the future 
(U.S. Department of Veterans Affairs, 2015).   
Inclusion criteria consisted of being 18 years of age or older, prior military 
experience, current residence at a nursing home for veterans and the cognitive ability to 
complete the delineated tasks with only physical assistance required by the student 
investigator.  Assistance in reading and completing the surveys, due to physical 
limitations, was provided solely by the student investigator for consistency in data 
collection.  A total of 172 veterans resided at a nursing home for veterans during the data 





facility’s memory care unit and the inability to cognitively complete the survey 
independently.  The total sample size was determined to be 147.  A sample size calculator 
was used with a confidence level of 95% with a 5% margin of error.  A minimum sample 
size of 107 for convenience sampling was determined for this scholarly project.  
However, only 70 subjects met the requirements to participant in the study. 
Scholarly Project Approval 
 In March of 2017, Institutional Review Board (IRB) administrative approval was 
obtained from the researcher’s university (Appendix E).  Prior to submitting for IRB 
approval, permissions were obtained regarding the usage of Honoring Healthcare Choices 
CPR educational handout (Appendix F).  Further, permissions to adapt the iDECIDE 
CPR Decision Aid Acceptability questionnaire were obtained from Dr. Daren Heyland, 
lead provider at CARENET, Canadian Researchers at the End of Life Network 
(Appendix G).  Written approval was received from a nursing home for veterans stating 
the university IRB fulfilled any and all necessary research standards held by the facility 
(Appendix H).  
Design and Measures 
The research design employed for this scholarly project was a correlational, 
mixed methods with embedded design and concurrent timing (Terry, 2015).  Immediately 
after participant review of the Honoring Healthcare Choices CPR education, the adapted 
iDECIDE CPR Decision Aid Acceptability questionnaire was administered (Appendices 
C and F).  
The original iDECIDE CPR Decision Aid Acceptability questionnaire has been 





al., 2010).  Development of the original questionnaire was based upon evidence, focus 
groups, previous research and expert opinion (Frank et al., 2010).  The original 
questionnaire was developed for use with an educational video tool.  With permissions 
revisions were made and word “video” was replaced with the word “handout”.  The 
questionnaire was used to evaluate the Honoring Healthcare Choices CPR educational 
handout as opposed to an educational video.  After undergoing psychometric evaluation, 
the survey was found to be both reliable and valid (Frank et al., 2010).   
The iDECIDE CPR Decision Aid Acceptability questionnaire consisted of 12 
questions.  Question one asked if the participant read the entire educational handout.  The 
second question asked the participant if anyone else read the educational handout.  
Question three asked about the amount of information in the educational handout, with 
the optimal response defined as, “about the right amount”.  The fourth question addressed 
how balanced the participant felt that the handout presented the information, with the 
optimal response defined as, “balanced”.  Question five asked the participant how clear 
the information was in the educational handout.  Optimal responses were defined as, 
“everything was clear” and “most things were clear”.  The sixth question addressed how 
helpful the educational handout was in helping make decisions about CPR, with optimal 
responses defined as “very helpful” and “somewhat helpful”.  Question seven addressed 
how likely the participant would be to recommend this educational handout to others.  
The optimal responses were defined as “definitely recommend” and “probably 
recommend”.   
 Questions 8-12 used the same 5-point Likert scale with options ranging from 





defined as excellent, very good or good.  Question eight asked the participant to provide 
an overall rating of the educational handout.  The ninth question asked how well the 
educational handout addressed why CPR would occur.  Question 10 asked the participant 
how well the educational handout addressed what CPR is.  Question 11 asked how well 
the educational handout addressed survival from CPR.  The 12th and final Likert survey 
question asked how well the educational handout addressed potential side effects from 
CPR.  
Three qualitative questions were developed by the student researcher to provide 
participants with an opportunity to give personal insight in regards to the topic and 
further illuminate the collected data.  Question 13 asked, “Do you feel your experiences 
in military service influence your decision to choose/not choose CPR? Please explain.”  
Question 14 was stated as follows, “Based on your experience reading the educational 
handout, what suggestions do you have to improve the handout?”  The final qualitative 
question, question 15, was stated as follows, “Based on your experience reading the 
educational handout, do you feel it meets the needs of the veteran population?”  Next, an 
associated demographic data survey was anonymously collected.  Demographic data 
gathered included the following: (a) age, (b) gender, (c) ethnic/racial group, (d) religion, 
(e) importance of religion, (f) highest level of education obtained, (g) military area of 
service, (h) age when enrolled into military service, (i) total years of military service and 
(j) highest military ranking (Appendix D).  Overall, the use of mixed methods allowed for 







Informed Consent, Risks and Benefits 
Informed consent from the participants was obtained prior to administration of the 
Honoring Healthcare Choices CPR educational handout (Appendix I).  Potential 
participants were informed that they were not required to complete the entire process and 
could choose to drop out of the process at any time.  Potential participants were informed 
that no incentive, including monetary, were employed during this study.  The informed 
consent document was kept separate from collected data in order to maintain anonymity.  
Return of the completed survey indicated willingness to participate in the study.   
Risks associated with this scholarly project were considered minimal.  Reviewing 
of an educational handout associated with CPR had the potential to initiate individual 
thoughts and stressors regarding this topic.  If after reading the educational handout, the 
participant expressed further questions or concerns, they were referred to the staff at the 
nursing home for veterans in which they resided.  It should be noted that wishes 
associated with CPR were discussed and documented with each individual upon 
admission to the nursing home and not completed during data collection.  If participants 
wished to discuss or amend their existing code status, the researcher facilitated timely 
contact with the supervising nurse.   
Evaluating and providing further recommendations for the Honoring Healthcare 
Choices CPR educational handout has numerous benefits for local veterans and the 
veteran population in its entirety.  This process ensured that educational material 
regarding this critical topic would be presented in a manner that best meets the unique 
needs of this population.  Further, this information can be applied at additional veteran 





Additionally, data collection and evaluation regarding the veteran population in any topic 
area will aid healthcare providers in their ability to best meet the specific and unique 
needs of this population, thus positively impacting patient care.  
Procedures  
Prior to scholarly project implementation the usage of the Honoring Healthcare 
Choices CPR educational handout and associated surveys were reviewed with the 
Medical Director at the nursing home for veterans.  After receiving IRB approval, the 
student investigator began data collection.  Potential participants were approached in their 
living quarters at the veteran facility and provided with a brief verbal summary of the 
scholarly project.  If interested, the necessary consent form was reviewed.  The Honoring 
Healthcare Choices CPR educational handout was then distributed to participants for 
review.  If required, the handout was read to veterans by the researcher.  The adapted 
iDECIDE CPR Decision Aid Acceptability questionnaire with three additional qualitative 
questions was then distributed.  Finally, a separate, short demographic survey was 
distributed.  Assistance in reading and completing the surveys, due to physical 
limitations, was provided solely by the student investigator for consistency in data 
collection.  Data collection occurred during the months of April and May of 2017.  A 
project modification form was submitted to IRB due to a change in the scholarly project 
chair (Appendix J).  
Data Analysis 
 A statistician was consulted for the scholarly project.  R software was used for 
statistical analysis.  Descriptive statistics including percent values were analyzed.  An a 





Aid Acceptability questionnaire (Frank et al., 2010).  Qualitative questions were 
examined by the student investigator for recurring themes and patterns.  Patient response 
data and associated demographics collected by the student investigator were placed on a 
spreadsheet and used by the student investigator and statistician for further research 
analysis.  The data was reviewed for trends.  Fisher’s exact test of independence was used 
to analyze variables because it allowed the researcher to calculate exact probability of the 
chi-square statistic when, as in this scholarly project, the sample size was small (N=70).  
Survey identification numbers were used to link the distributed survey with associated 
demographic questions with no identifying materials linked to the collected surveys.  All 
research materials and associated documents were kept in a locked filing cabinet seven 





















Scholarly Project Summary 
CPR educational tools are prevalent in ACP and shared decision making between 
providers and patients.  However, tools developed specifically in the interest of veterans 
are lacking.  This negatively impedes the ACP process among this population.  ACP tools 
that meet specific population needs and are easy-to-use can result in a threefold higher 
rate of usage, and ultimately in appropriate documentation of patient values and wishes.  
Exclusion of effective educational tools coincides with one-time-only conversations 
contributing to an overall failure in the ACP process.  The purpose of this DNP scholarly 
project was to evaluate the use of the Honoring Healthcare Choices CPR educational 
handout through administration of the iDECIDE CPR Decision Aid Acceptability 
questionnaire at a veterans home in the Midwest.  The iDECIDE CPR Decision Aid 
Acceptability questionnaire has proven to be both a valid and reliable tool to assess CPR 
educational tools and was adapted for this scholarly project.  The administration of the 
adapted iDECIDE questionnaire provided an opportunity to evaluate and offer further 
recommendations for the Honoring Healthcare Choices CPR educational handout used by 
a nursing home for veterans.   Additionally, demographic data was collected to 
investigate trends specific to life experiences that are unique to the veteran population in 
relation to survey question responses.   
Data Analysis 
A convenience sample with N=70 was used for this research.  A total of 10 
explanatory variables related to demographic data were collected.  To maintain 
confidentiality, categories with <10 subjects will not include specific data.  The vast 





The average age of subjects was 79.46 and the average age of enrollment into the military 
was 18.87.  The average amount of years served in the military was 4.75 years.  Specific 
numbers regarding gender and ethnicity will not be revealed in order to maintain 
confidentiality.  Notable points within the demographic data included less than 10 
participants identifying as female and less than 10 participants identifying as Native 
American.  Also, 55.2% (n = 38) were enrolled in the army while less than 10 
participants were enrolled in the Marine Corps.  The majority of subjects identified 
religion was extremely important (See Tables 1 and 2) (See Figures 2, 3 and 4). 
 








Question one of the iDECIDE CPR Decision Aid Acceptability questionnaire 
asked if the participant read the entire educational handout.  Of the 70 responses, 75.6% 
(n = 53) read the entire handout and 24.4% (n = 17) did not.  The second question asked 
the participant if anyone else read the educational handout.  The vast majority of subjects 
did not have anyone else read the handout.  Less than 10 subjects required another 
individual to read the handout to them.  Question three asked about the amount of 
information in the educational handout, with the optimal response defined as, “about the 
right amount”.  Of the 70 responses, 86.6% (n = 61) felt the educational handout had 
“about the right amount” of information.  The fourth question addressed how balanced 





defined as, “balanced”.   A majority (n=59, 83.6%) of subjects felt that the educational 
handout presented balanced information.  Question five asked the participant how clear 
the information was in the educational handout.  Optimal responses were defined as, 
“everything was clear” and “most things were clear”.  A majority (n=67, 95.6%) of 
subjects replied with optimal responses.  The sixth question addressed how helpful the 
educational handout was in helping make decisions about CPR, with optimal responses 
defined as “very helpful” and “somewhat helpful”.  Of the 70 responses, 77.6% (n = 54) 
found the handout optimal for helping make decisions about CPR.  Question seven 
addressed how likely the participant would be to recommend this educational handout to 
others.  The optimal responses were defined as “definitely recommend” and “probably 
recommend”.  A majority (n=63, 89.5%) of subjects replied with optimal responses.   
 Questions 8-12 twelve used the same five point Likert scale with options ranging 
from poor, fair, good, very good and excellent for each question.  Optimal responses were 
defined as excellent, very good or good.  Question eight asked the participant to provide 
an overall rating of the educational handout.  A majority (n=61, 86.6%) of subjects 
replied with   optimal responses.  The ninth question asked how well the educational 
handout addressed why CPR would occur, with 83.6% (n = 59) providing optimal 
responses.  Question 10 asked the participant how well the educational handout addressed 
what CPR is, with 83.5% (n = 59) providing optimal responses.  Question 11 asked how 
well the educational handout addressed survival from CPR.  A majority (n=60, 85.1%) of 
subjects provided either excellent, very good or good responses.  The 12th and final 
Likert survey question asked how well the educational handout addressed potential side 





for success value of 70% on the adapted iDECIDE CPR Decision Aid Acceptability 
questionnaire was met for questions 8-12 (Frank et al., 2010) (see Table 3).   
Less than 10 participants chose to partake in the qualitative questioning.  
However, several themes were noted among the gathered responses.  In general, military 
experiences do have a direct impact on the decision to have CPR or not.  Suggestions for 
improving the handout seemed to center around simplifying terminology and the addition 
of information about defibrillation.  A formatting suggestion of providing visual 
separation of information within the handout was also given.  In regards to whether the 
handout benefits veterans specifically, the majority of responses were positive with 
several subjects noting that the handout is beneficial for the general population (see Table 













Fisher’s exact test of independence is based on Robert Fisher’s idea that allows 
for the evaluation of evidence within the context of research (Field, 2013).  This test 
provides a method for calculating exact probability of the chi-square statistic when, as in 
this scholarly project, the sample size is small (N = 70) (Field, 2013).  The development 
of a fixed variable row and column table allows the determination of whether the 
proportions for one variable are different among the values of the other variable (Field, 
2013).  The variables selected included both individual and a summation of questions 
eight through twelve from the iDECIDE CPR Decision Aid Acceptability questionnaire 





religion and military branch.  These three demographic variables were selected because 
they represented the top three areas of variation in survey responses (See Table 5).   
 
 
A p-value of interest (p = 0.0120) is seen in the summation of questions 8-12 in 
relation to importance of religion.  This indicates strong evidence that the proportions of 
positive responses is not equal across the categories of importance of religion.  Because 
the Fisher’s test does not tell us what categories differ, but rather that a difference exists, 
further manipulation of the data was necessary and showed that a large difference was 
seen in the middle two categories (“a little” and “somewhat”  responses) in comparison to 






Initially, a logistic model and contingency table analysis were intended to be used 
for data analysis of survey responses in relation to demographic variables.   However, the 
structure of the data including the small sample size (N = 70) and similarities in 
demographics (i.e. ethnicity and gender) did not make the data suitable for model fitting.  
Inability to further support model fitting is seen in Table 5 in which only two tests 
represent p-values of less than 0.10.  The lack of variability among the data, in 
combination with small sample size when model fitting, can easily lead to misinterpreted 
or inaccurate conclusions.   
Strengths and Limitations 
 The overall purpose of evaluating the Honoring Healthcare Choice CPR 
educational handout was achieved and results revealed a positive response to the handout.  





for veterans to supplement CPR conversations during the ACP and shared decision 
making process.  It is reasonable to make inferences from this study to direct future 
studies for this local population.  Additionally, due to the validity and reliability of the 
iDECIDE CPR Decision Aid Acceptability questionnaire, this study could be easily 
replicated.  Limited information and research regarding CPR education, ACP, and shared 
decision making among the veteran population exists.  Information from this scholarly 
project adds to the knowledge base of the aforementioned topic areas.   
 Several limitations were noted in this scholarly project.  The minimal sample size 
of 107 was not obtained due to numerous factors.  The largest factor influencing sample 
size was the inability of some veterans at the nursing home to cognitively participant in 
the survey process.  Initially, 25 veterans of the facility were excluded because they 
reside in the facility’s memory care unit.  However, this did not take into account 
additional veterans who may reside on the sub-acute care floors who have existing health 
issues that impede their cognitive ability to complete the survey.    
 Due to the small sample size and similarity among demographic responses, 
extending inferences beyond this sample is not warranted because it is not likely 
representative of the general population.  Further, extensive exploratory data analysis was 
conducted to investigate correlation between demographic trends and survey responses, 
which proved inconclusive.  A larger sample size would have allowed for results that 
were both valid, reliable, and generalizable. 
Future Studies 
Future studies could benefit from the implementation of a Mini Mental State 





inclusion in the study.  The small sample size with similarities among demographic data 
does not allow for an accurate representation of the general veteran population.  
Implementing this scholarly project at multiple veteran facilities would reveal 
demographic trends that could directly influence care provided to the veteran population.  
Additionally, investigating the role of religion in a veteran’s decision regarding CPR 
could further guide educational decision tools and the shared decision making process.  
Recommendations and Conclusions 
CPR educational tools that are designed to meet specific needs of veterans are 
crucial to the successful implementation of ACP and shared decision making.  The 
implementation of effective and appropriate educational tools to inform veterans 
regarding CPR increases the usage of these tools and coincides with the documentation of 
patient values and wishes for end of life preferences.  The results from this study reveal 
that the Honoring Healthcare Choice CPR handout is viewed by participating veterans as 
being appropriate and valuable.  Implementing the regular usage of this CPR educational 
handout has the potential to increase patient knowledge, supplement provider and patient 
communication, and aid in the shared decision making process regarding end of life care 
wishes, values and preferences.   
The implementation of this study with a larger sample size would reveal 
information that could influence the care provided to veterans.  Recognition and 
acknowledgement of specific demographic trends can help further facilitate the 
development of CPR educational tools that best meet the needs of veterans in the ACP 
and shared decision making process.  Further studies centered around the specific needs 





increase patient satisfaction for a population that placed the needs of others before the 
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Adapted iDECIDE CPR Decision Aid Acceptability questionnaire 
 
What did you think about the Honoring Healthcare Choices cardiopulmonary 
resuscitation educational handout?  
 Please check one answer for each question.  
1.  Did you read the entire educational handout? 
 Yes           
 No 
 
2.  Did anyone else (such as family or friends) read the educational handout? 
 Yes         What is their relation to you?: _______________ 
 No 
 
3.  How would you rate the amount of information in the educational handout?   
 Much less than I needed  
 A little less than I needed 
 About the right amount  
 A little more than I needed 
 A lot more than I needed 
 
4.  How balanced was the educational handout’s information about CPR? 
 Clearly slanted towards having CPR 
 A little slanted towards having CPR 
 Completely balanced 
 A little slanted towards not having CPR  
 Clearly slanted towards not having CPR 
 
5.  How clear was the information in the educational handout?  
 Everything was clear 
 Most things were clear 
 Some things were clear 
 Many things were unclear 
 
6.  How helpful was the educational handout in helping you make decisions about CPR?  
 Very helpful 
 Somewhat helpful 
 A little helpful 
 Not helpful 
 
7.  Would you recommend this educational handout to other people who are considering 





 I would definitely recommend it 
 I would probably recommend it 
 I would probably not recommend it 
 I would definitely not recommend 
 




 Very good 
 Excellent 
 




 Very good 
 Excellent 
 




 Very good 
 Excellent 
 




 Very good 
 Excellent 
 









13.  Do you feel your experiences in military service influence your decision to 






14.  Based on your experience reading the educational handout, what suggestions do you 
have to improve the handout?  
 
15.  Based on your experience reading the educational handout, do you feel it meets the 







































Importance of Religion:  
 Extremely 
 Somewhat 
 A little 
 Not at all 
 
Highest Education Obtained?  
 Elementary 






 Marine Corps 
 Navy 
 Coast Guard 
 Air Force 
 
Age when enrolled in Military Service: 
 
 
Years of Military Service: 
 
 















TO:             Rhian Smith 
                Nursing Department 
 
CC:             Nanci Gasiewicz 
                Nursing Department 
 
FROM:           Dr.  Robert Winn 
                Interim Dean of Arts and Sciences/IRB Administrator 
 
DATE:           March 3, 2017 
 
SUBJECT:        IRB Proposal HS17-829 
                "Advance Care Planning: Cardiopulmonary Resuscitation 
Education and the Veteran Population" 
                IRB Approval Dates:  3/3/2017 - 3/3/2018 
                Proposed Project Dates: 3/3/2017 - 12/1/2017 
 
 
Your proposal "Advance Care Planning: Cardiopulmonary Resuscitation 
Education and the Veteran Population"" has been approved under the 
administrative review process.   Please include your proposal number 
(HS17-829) on all research materials and on any correspondence regarding 
this project.  
 
Any changes or revisions to your approved research plan must be approved 
by the Institutional Review Board (IRB) prior to implementation.  
 
If you do not complete your project within 12 months from the date of your 
approval notification, you must submit a Project Renewal Form for Research 
Involving Human Subjects.  You may apply for a one-year project renewal up 
to four times.  
 
All forms can be found at the NMU Grants and Research website: 









Permission regarding the usage of Honoring Healthcare Choices CPR educational 
handout email correspondence 
From: Kate LaBeau [mailto:KLaBeau@uphp. com]  
Sent: Wednesday, August 3, 2016 11:14 AM 
To: rhsmith@nmu. edu 




It is fine with me for sure if you want to use that CPR fact sheet.   I think it would be 
helpful in many ways actually.   There are other groups I work with downstate that are 
using the fact sheets we made up here and branded with HHCMI.   All folks might find 
the results interesting and there may even be groups willing to help you with future data 




Advance Care Planning Program Manager 
Upper Peninsula Health Plan 
228 W.  Washington Street 



















Permission regarding adaptation of the iDECIDE CPR Decision Aid Acceptability 
questionnaire email correspondence 
Hi Daren, 
  
I just received a phone call from Rhian Smith (cc’d) regarding the CPR pamphlet 
acceptability questionnaire used in the following manuscript: 
  
Frank C, Suurdt JS, Heyland DK.  Development and use of a decision aid for 
communication with hospitalized patients about cardiopulmonary resuscitation 
preference.  Patient Educ Couns 2010; Apr;79(1):130-3.  
  
She will be doing a similar study testing their own CPR pamphlet and was wondering if 
she could use our acceptability questionnaire.  I’m not sure what the original 
questionnaire looked like as it was before my time.  I assume the CPR video acceptability 
questionnaire currently being used by iDECIDE (and previously by CPR-VDA) may 
have been based on it the original questionnaire mentioned in the manuscript.  Could you 
confirm whether they are the same and communicate with Rhian regarding permission to 
use the questionnaire.  
  
I have also cc’d Marilyn since they are currently using the questionnaire and may have 






Clinical Evaluation Research Unit 





















Rhian, I would follow up iwht Marilyn, cc’d here, who can share our current assessment 



























































Scholarly Project Consent Form 
IRB Number: HS17-829 
Date: February 20, 2017 
Rhian Smith BSN, RN 
Northern Michigan University 
1401 Presque Isle Ave 




We are writing to invite you to participate in a research study.  The purpose of the study 
is to evaluate and provide further recommendations for the Honoring Healthcare Choices 
cardiopulmonary resuscitation educational handout used by an advanced care planning 
company at D. J.  Jacobetti Home for Veterans in Marquette, MI.   
We are inviting you to be in this study because you are a veteran of the United State 
Military residing at D. J.  Jacobetti Home for Veterans in Marquette, Mi.   Approximately 
100 people will take part in this study at Northern Michigan University.  
If you agree to participate, we would like you to read the provided Honoring Healthcare 
Choices cardiopulmonary resuscitation educational handout and then complete a Likert-
type survey and demographic survey.  If any assistance in reading and completing the 
surveys is required due to physical limitations, the student investigator will provide this.  
The entirety of this process will take approximately 15-30 minutes.  If you choose not to 
participate then please verbally inform the student investigator.  If you decline 
participation, you will not be approached again regarding this study.  You are free at any 
time to decline further participation in the study or not answer any questions on the 
Likert-type or demographic survey.   
Your part in this study is anonymous.   That means that your answers to all questions are 
private.   No one else can know if you participated in this study and no one else can find 
out what your answers were.   Scientific reports will be based on group data and will not 
identify you or any individual as being in this project.   
There are no known risks from being in this study, and you will not benefit personally.  
However, we hope that others may benefit in the future from what we learn as a result of 
this study.  
Taking part in this research study is completely voluntary.  If you decide not to be in this 
study, or if you stop participating at any time, you won’t be penalized or lose any benefits 
for which you otherwise qualify.  
If you have any further questions regarding your rights as a participant in a research 
project you may contact Dr.  Robert Winn of the Human Subjects Research Review 
Committee of Northern Michigan University (906-227-2300) rwinn@nmu. edu.  Any 
questions you have regarding the nature of this research project will be answered by the 
principal researcher who can be contacted as follows: Rhian Smith (920-246-8562) 








I have read the above “Informed Consent Statement. ” The nature, risks, demands, and 
benefits of the project have been explained to me.  I understand that I may ask questions 
and that I am free to withdraw from the project at any time without incurring ill will or 
negative consequences.  I also understand that this informed consent document will be 
kept separate from the data collected in this project to maintain anonymity 
(confidentiality).  Access to this document is restricted to the principle investigators.  
This survey is anonymous.  If you choose to participate, do not write your name on the 
questionnaire.  No one will be able to identify you.  No one will know whether you 
participated in this study.   
Thank you very much for your consideration.  Return of a completed survey indicates 

























Institutional Review Board Approval: Scholarly project Modification Form 
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